Leeds General Infirmary. They are best seen when the material is fresh, for in a few hours they lose their characteristic yellowish-brown aspect and become indistinct.
The microscopic examiuation of an island shows it to be sharply demarcated from the surrounding stratified squamous epithelium of the cesophagus by the surface becoming irregular from the presence of a number of long papillae, between which are pits or deep inlets. The island is covered by a single layer of cylinder-celled epithelium. The glands, consisting of winding and branching tubes, are seated above the muscularis mucoste, and thus differ from the ordinary mucous glands of the aesophagus which are found only in the submucosa. As stated by Schwalbe, these islands are probably the result of the later development of remnants of the cylinder epithelium of the primary gut.
Gastric islands in the upper part of the cesophagus may possibly undergo pathological changes similar to those that take place in the lining membrane of the stomach. Evidence, however, is insufficient to warrant unqualified acceptance of views that have been expressed as to the islands occasionally being the seat of origin of cylinder-celled carcinoma, as to the ducts dilating to form cysts, and as to the secretion of the islands giving rise to pyrosis. In Taylor's opinion the clinical significance of superficial congenital heterotopias, such as the gastric islands, is small.
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OBSTRUCTION at the upper end of the gullet may be due to a variety of causes which for practical purposes may be reduced to two, viz., spasm at the entrance, and rmalignant disease. Both affections are too familiar to need any lengthy description, and I propose to confine my remarks to raising some problems for discussion.
Spasm at the entrance of the cesophagus.-At a meeting of this Section in 1919, Brown Kelly and I drew attention to a clinical syndrome in women, the essential feature of which is a gradually increasing inability to swallow, due to spasm of the pharyngo-cesophageal sphincter, often associated with atrophic changes in the buccal and pharyngeal mucosa, and at a later stage with anemia, which is to be regarded as a secondary manifestation of the dysphagia. Plummer, approaching it from the physician's point of view, called it hysterical dysphagia, and later Vinson laid stress on the anaomia and splenomegaly.
A point of some importance is its limitation to women. The patients are not confined to any particular class of the community, and usually first come under observation in middle life, often with a history of dysphagia which for a long period has remained practically the only symptom and has not interfered with their activities until its slow increase restricted them to liquid food. In a number of early cases, which slight dysphagia brought under notice, I observed a mild degree of spasm of the pharyngo-cesophageal sphincter and relieved it by passage of a tube. Such patients are sometimes labelled hysterical, often incorrectly, and if they appear unduly nervous they are only observing a caution that the dread of a choking attack imposes on them. They may carry on with little change for years, retaining weight even when pallor is noticeable.
From an early stage slight changes in the mouth, perhaps no more than a mild atrophy of the tongue papillae, may be apparent, and it is at a later stage that superficial glossitis, with a smooth tongue devoid of papillke and a dry pale buccal mucosa, usually becomes obvious. This atrophic change in the mucous membrane extends to the pharynx and hypopharynx and into the upper part of the cesophagus, and is related essentially to the food passage and not to the air tract. Even marked atrophic pharyngitis, the result of nasal disease, is rarely or never accompanied by dysphagia. The similarity of the lingual change to syphilitic glossitis, with its difficulty of differentiation, has led to the assumption that it may be due to a specific infection, but I have found tests and the result of energetic treatment almost invariably negative. The attempts made to prove a relationship of the mouth changes to streptococcal infection-though perhaps supported by the appearance of early teeth decay in many of these patients-still leave the question obscure.
The endoscopic examination of the hypopharynx shows a loss of natural resiliency of the parts, which have acquired a rigidity that may make it difficult to find the sphincteric opening. Instead of its usual sphincter-like appearance it may be reduced to a pin-hole opening or mere slit, or even closed by a thin web from the cricoid, and its resistance to a tube gives the impression, even under deep antesthesia, of spasm yielding after a time to pressure. Another view regards the state of the sphincter as non-relaxation rather than spasm. This may apply to milder cases which more often come under a physician, but would hardly explain the severer type which laryngologists see.
Anaemia is a late symptom of gradual development with a peculiar pallor as an outstanding feature. " The blood changes are essentially those of chlorosis and mild secondary antemia with a constant and considerable reduction in the percentage of hmemoglobin" (Munro Cameron). The enlargement of the spleen which is occasionally present may be considerable.
Increased ability to swallow immediately follows the passage of a tube, and if this be reinforced by assuring the patient that she is now able to eat solid food, an improvement in the general condition is soon apparent. With the rise in the haemoglobin content of the blood and the shrinking of the spleen, the relation of the anaemia to the restriction of food is emphasized.
Cures, though often striking, are not always permanent. In some patients the return to normal is not complete, and a certain degree of dysphagia may persist, which is lessened by an occasional passage of a bougie. Finally, we ought not to lose sight of the important fact that malignant disease is often a late development of this syndrome.
Malignant disease.-The clinical features of this distressing disease are well known and do not need recapitulation; a brief reference to some of the salient facts established by Logan Turner will suffice. Carcinoma of the upper end of the gullet is more common in women than men. It occurs, moreover, at an earlier age than it does in men, for it may be met with between the age of 20 and 30, and is by no means rare in the decade following. In women, again, invasion of the hypopharynx is more frequent and the average duration of the disease is longer. Lastly, when the hypopharynx is involved, the duration is shorter than when it is limited to the upper end of the cesophagus.
It has been said that records of hundreds of cases of cancer of the aesophagus go to prove that almost every case was at one stage erroneously diagnosed as hysterical dysphagia. This merely emphasizes the frequent obscurity of the early symptoms.
Disease involving the upper part of the gullet, with a tendency to spread downwards, is less likely to give sign of its presence than a growth extending upwards into the hypopharynx. In the former, little complaint may be made beyond dysphagia; in the latter, its presence is often signalized by pains, increasing difficulty in swallowing, and a disturbing accumulation of mucus in the pharynx. Pain often localized to one side and also felt in the ear-the glosso-pharyngeal nerve distribution-is almost symptomatic of grave change, and should direct careful attention to that side of the hypopharynx. Such a train of symptoms in the course of spasmodic dysphagia is too often a warning of its termination in post-cricoid carcinoma, a striking parallelism which has received no convincing explanation. In this connection attention may be called to the lateral food channels, the significance of which has been pointed out by Negus, which, though imperfect in the human subject, serve in the main for the passage of liquid food, as a study of deglutition on the X-ray screen clearly shows. In patients reduced to fluid diet for a long period, it is tempting to suppose that when we find the barium meal held up in the pyriform sinuses and hypopharynx it may possibly explain why those sites so often serve as starting points of malignant disease.
The problem of the treatment of malignant disease in this region is entirely bound up with its early detection, and for this purpose the use of the laryngoscope and combined examination by X-rays and cesophagoscope are essential.
It is only when the disease is limited that surgical interference admits a ray of hope.
Post-cricoid wvebs.-An occasional cause of dysphagia is the presence of thin bands in the neighbourhood of the cesophageal orifice, which have been described as webs. A not uncommon site for them is behind the cricoid cartilage. They vary greatly in size. Some, thin and slight, are easily disposed of by passageof a tube, with relief to the patient's symptoms; others are thicker and may support a shallow pouch. The circular web with a small central orifice brought into view not infrequently on tube examination, is cited as an example. This form I have only seen in patients suffering from spasmodic dysphagia andhave associated it with a state of spasm. Mosher regards post-cricoid webs as an often overlooked cause of dysphagia-small ones may be easily missed and require a large tube for detectionand their detection and removal by the passage of a tube is a most satisfactory procedure. According to him, they are due to some condition which has produced ulceration of the mucous membrane, perhaps trauma, or one of the infections involving the mouth and pharynx and, by extension, the upper cesophagus. He does not associate them with a particular type of dysphagia, though they may well be related to atrophic changes in the hypopharynx. The whole problem of webs is worthy of further discussion.
Di8cu88ion.-Mr. HERBERT TILLEY: The resurnes of the opening speakers have been so complete that I can only add some personal experiences which correspond with their records, and secondly refer to a few others brought about by causes not mentioned in their communications. Of congenital atresia of the cesophagus, we have a specimen in the Museum of University College Hospital; the infant only lived for three days.
With regard to "functional dysphagia" as a possible precursor of post-cricoidal cancer, I need only refer you to a case (No. IV) published in the.Journal of Laryngology, 1931, p. 244, in which the malignant lesion had appeared five years after the functional dysphagia had been completely cured by passage of a bougie. I would emphasize again two points in my commentary on that case: (1) That recurrence of such dysphagia after a primary relief by means of the bougie should call for direct examinations of the gullet; (2) that we must not be deceived by the youth of the patient. My youngest was a girl aged 21, and the diagnosis of post-cricoidal cancer was confirmed by post-mortem examination and section of the growth.
I have had two striking experiences of dysphagia caused by acute cedema of one or both arytenoids.' The first case was that of a man brought to hospital about thirty years ago with very severe stridor and dysphagia. There was intense oedema of both arytenoids, and tracheotomy was performed at once, without local or general anesthesia. The patient recovered, and the arytenoid cedema slowly disappeared, but the cords have remained in adduction ever since, and he still wears the tube. I presume the case was one of acute inflammation of the crico-arytenoid articulations.
The second case was that of a medical man who complained of hoarseness, with difficulty and pain on swallowing. The left arytenoid was cedematous, and the corresponding cord fixed in the adducted position. His temperature was lOf1 F., and he suffered from pain in some of the larger limb joints. He underwent treatment for acute rheumatisum and recovered. Two months later I found that his larynx was normal; obviously this was a case in which the crico-arytenoid joint, as well as some of the limb articulations, had been involved. During the past eighteen months we have had in the Royal Ear Hospital a female. aged 39, of very healthy appearance, whose symptoms were pain and difficulty in swallowing, The laryngoscope showed paresis of the inter-arytenoid muscle, so that on adduction of the cords a triangular aperture was seen between the vocal processes. A bougie could not be passed. Under general aneesthesia only a medium-sized instrument could be introducedwith difficulty-into the upper end of the gullet. There did not appear to be any lesion behind the cricoid, but the mucosa was very pale. The passage of the tube gave only temporary relief from the pain and dysphagia, so I examined her a second time after an interval of six weeks, because I feared that some pathological condition might have been overlooked, but again nothing was discovered.
The patient ceased to attend the clinic and possibly someone here has since been consulted by her. The condition would seem to be a congenitally narrow opening into the upper end of the gullet, but this does not explain why her symptoms were of more or less recent urgency when she first consulted me. Her Wassermann reaction was negative, and iodide and mercury brought about less improvement than bromides and valerian.
With a considerable experience of foreign bodies in the air and food passages, I can only recall two cases in which the dysphagia was due to the corpus delicti being lodged behind the cricoid. One of these was a denture, and efforts made outside the hospital to push the obstruction downwards or to pull it up, had produced an intense aedema of the whole lower pharynx. The denture was easily removed by direct vision but the patient died in twenty-four hours, and the post-mortem examination revealed a false passage just below the cesophageal opening and leading downwards into the left pleural cavity which was full of pus.
Finally, I have seen one female patient in whom dysphagia was one of many obvious symptoms of progressive bulbar paralysis.
Dr. DOUGLAS GUTHRIE mentioned three cases of upper cesophageal obstruction. The first was in a child, eight months old, who had difficulty in swallowing and made a peculiar gurgling noise during the act. The findings by direct laryngoscopy were negative, but by cesophagoscopy a pedunculated cystic swelling, resembling a nasal polypus, was discovered close to the upper cesophageal aperture. It was removed by snaring and proved to be a thinwalled cyst. He (the speaker) had been fortunate in having the assistance of Dr. Brown Kelly at the operation. The second patient was a three-days-old infant, with cesophageal atresia. The cesophagus, in the lower part of the neck, was found at operation by a surgical colleague to be represented by a fibrous cord, but fortunately there was no communication with the trachea, and a plastic operation was performed. The third patient, a woman aged 35, underwent operation in 1923 for a removal of a post-cricoid epithelioma, which was unusual in springing from a slender pedicle. There had been no recurrence, but the dysphagia which had been a source of trouble as long as she could remember, had persisted since the operation, and required the periodic use of bougies for its relief. Bartholomew's Hospital. All were in female patients (five married and one single), aged from 33 to 48 years. The degree of aniemia present was marked, the heemoglobin varying from 32% to 50%, and in each case of secondary type with a low colour-index of about 0 -5.
In three cases the secondary type of anEemia was confirmed by the finding of a corresponding Price-Jones curve. The complexion of the patients was striking, being of a brownish-yellow hue, resembling-but not identical with-that in pernicious anemia. In four cases there was soreness of the tongue, with a partial or complete denudation of papille and soreness and crackling of the angles of the mouth. The degree of dysphagia varied considerably, being severe in two cases only, mild in three, and never complained of in the remaining case, although here the findings were otherwise typical. A barium meal showed, in one case only, a slight delay at the cardiac orifice, in five cases giving a normal appearance. The condition seen on cesophagoscopy also varied from a normal appearance in two cases to a marked pallor of the mucosa in one, and in another an area of considerable aedema bleeding readily on touch. In one case the instruilment could not be introduced on account of spasm. A fractional test-meal showed, in every case, a complete achlorhydria. Slight enlargement of the spleen was noted in one patient only.
With regard to the underlying pathology of the syndrome, it had originally been held that the primary condition was the dysphagia, and that the anemia resulted solely from the consequent limitation or deprivation of food; moreover, that it improved rapidly as soon as the dysphagia was relieved. Although in the present series of cases dysphagia ceased at once following the passage of a bougie or cesophagoscope, the rise in hEemoglobin was notably slow, in some cases taking eighteen months to return to a normal figure.
In one case no other treatment was given, yet the anemia remained unaltered at 36% haemoglobin until, following the giving of liver extract, the hEemoglobin rose steadily to 76%.
In all but one case marked improvement in the anemia was finally obtained after the administration of liver extract, or of large doses of iron.
One further observation-a new one-had been made on the blood, and seemed likely to give a clue to the underlying condition. In the case without dysphagia a preliminary diagnosis of pernicious anaemia was made by the house-physician in view of the yellowish complexion of the patient and slight enlargement of the spleen. When, however, the aneemia was found to be secondary in type, the possibility of acholuric jaundice was considered and an estimation of the fragility of the red corpuscles was therefore made. It was a matter of surprise to find that the fragility was increased, htemolysis beginning in 0 * 55% saline solution and being almost complete in 0 -45%, whereas a control test of a normal subject showed no htemolysis in concentrations higher than 0.45% NaCl. The examination was carefully repeated, and the findings confirmed by the same and by other observers. A Van den Bergh test showed no excess of bilirubin in the blood-serum, so excluding acholuric jaundice as a cause. An increase of fragility was found in five out of the six cases; in the remaining one the test was not made until the annemia had already markedly improved, following prolonged liver treatment. In a control group of patients, with secondary aniemia, due to a variety of causes, the fragility of the red cells was normal. The question therefore arose whether the syndrome should not be regarded from another angle. Might it not be that there was a specific type of aneemia, associated with a slight increase in the fragility of the red cells, and with achlorhydria and secondary changes in the mucous membrane of the tongue, mouth and cesophagus, and in some of the cases even of the sigmoid colon ? It was agreed that six cases formed slender material on which to advance a new hypothesis, and that many more cases needed to be minutely investigated before the ground was sure.
Mr. V. E. NEGUS said he did not know whether congenital abnormalities led to any of these conditions of narrowing at the top of the cesophagus, but it seemed certain that the inflammatory condition led to carcinoma, and it was interesting to know whether the condition could be prevented.
He did not think it was necessary to bring in the question of spasm. The muscle was of great importance, because the difficulty of swallowing was not directly due to the presence of carcinoma or atrophy of the mucous membrane-one could pass the aesophagoscope easily, and food could pass-it was obviously due to the fact that the crico-pharyngeal sphincter did not relax. He had once or twice pointed out that this specialized part of the inferior constrictor was to prevent air entering the cesophagus during respiration. In his earlier days he had been told that the patient gasped because one was pressing on the cricoid cartilage during cesophagoscopy. If one put one's finger on the top of the cesophagoscope and the patient took two or three breaths he would become passive, because the cesophageal respiration had been stopped. Reflex causing irritation below the crico-pharyngeal fold also prevented relaxation and did not allow the food to pass. Mr. A. J. WRIGHT said that he believed the condition to be, originally, due to a chronic infection, and this explained why these patients when seen, though comparatively young, were practically always edentulous, there having been gross sepsis in their mouths early in life. It would be valuable to learn how often this syndrome was followed by new growth, and how often in women with retrocricoid growth one found there had been a pre-existing chronic inflammation. If looked for in retrocricoid carcinoma, it was nearly always found.
It had occurred to him that in the same way that the heat of tobacco smoke in men might be a factor in the causation of cancer, so in women the habitual drinking of very hot tea might have the same effect.
Mr. THACKER NEVILLE said he did not think that anywhere tea was drunk so hot as it was in China, in which country he spent many years; yet he had seen no instances of post-cricoid carcinoma.
He did not know whether congenital webs were common in the cesophagus, but he had had a case in which a woman, aged 50, had complained of dysphagia, and when he passed Jackson's short cnsophagoscope the appearance was as if the crico-pharyngeus was wide open. The instrument quickly removed the web, and after that the patient had no more dysphagia.
A certain number of women attended hospital coimplaining of dysphagia, and he passed the cesophagoscope in all these cases. In a certain number he could find nothing wrong, yet the passage of the instrument cured the dysphagia.
Dr. BROWN KELLY (in reply) said he would like more details about Professor Portmann's case, in which there was progressive obstruction at the upper end of both the cesophagus and the larynx. He (the speaker) naturally thought of scieroma, but that had been looked for and excluded. Many years ago he wrote a paper, entitled " Sclerotic Hyperplasia of the Pharynx " (Lancet, April 6, 1901), and later Sir Felix Semon showed one or two similar cases and reviewed the subject fully (Lancet, February 25, 1905) . In neither his own nor Sir Felix's cases was cesophagus or larynx affected.
In reply to Mr. Tilley, he (Dr. Kelly) considered that when a patient with recurring spasm at the entrance to the cesophagus complained of pain it denoted usually malignant changes.
Mr. Negus said it was unnecessary to consider spasm of the crico-pharyngeus, but with that he did not agree. In typical cases of spasm at the entrance to the (esophagus steady strong pressure might be needed to overcome the spasm. A few days after the stretching, the patient, whose diet for years may have been semi-liquid, could swallow steak, prunes, nuts, etc.
Interesting information had been supplied by Dr. Douglas Guthrie. He (the speaker) was fortunate in having been shown by Dr. Guthrie the case referred to in which the growth at first appeared to be a polypus, but turned out to be a cyst. But for the limitation of time to-day he would have spoken of congenital cysts, as those occurred at the upper end, and their origin was interesting.
Dr. PATERSON (in reply) said that Mr. Tilley's reference to the youth of these patients reminded him of the case of a married woman, aged 30, in whom this trouble came on a few months after her marriage. She became pregnant, and the question arose as to whether she would live to see her pregnancy through. Unfortunately, as often happened where the lower part of the hypopharynx is affected, much distress ensued on account of the mucus, etc., and even gastrostomy had little effect and she was unable to live out her pregnancy. The case emphasized the early age at which the condition could exist.
Mr. Negus's case, the progress of which he had followed, was very striking.
For Dr. George Graham's results the section was indebted. As to the suggestion which had been thrown out, that this was a specific type of aniemia, with secondary changes in the tongue, he had gone into the history very carefully and minutely in many of the cases, and he was convinced that in all of them the early stage was one of dysphagia.
He agreed with Mr. Wright's suggestion that the condition was originally due to a chronic infection, but the question was not quite settled.
